


UNIVERSIiyY 
Sec. 34.66 P. L. & R. 
OF MICHIGAN U. S. POSTAGE 


MAY 27 1953 rae 


El Paso, Texas 











Wt Permit No. 989 
Ll Y 


F MEDICINE 


OFFICIAL JOURNAL OF THE SOUTHWESTERN MEDICAL ASSOCIATION AND EL PASO COUNTY MEDICAL SOCIETY 


Contents 


Dr. Leigh E. Wilcox Heads E! Paso County Society 
A Creed For Editors 
(An Editorial) 
Veteran’s Medical Care 
By Robert B. Homan, Jr., M.D., El Paso 
Aphorisms — Truths and Concepts Pertaining 
To The Chest 
By Andrew M. Babey, M.D., Las Cruces, N. M. 
The Relation of Pancreatic Secretion To Peptic 
Ulcer Formation 
By Edgar J. Poth, Ph. D., M. D., and Stanley M. Fromm, M. D., 
University of Texas Medical Branch, Galveston 
The President’s Column 
By Dr. James S. Walsh, Douglas, Ariz. 
Plumer-Vinson Syndrome 


By Arie C. van Ravenswaay, M. D., 
and Leon L. Titche, M. D., Tucson 


PF Came OF Peer) BOrtOUY..............................c0receeees ..Page 
By Robert J. Antos, M. D., Phoenix 











*\__qnd, Doctor, it is contraindicated in—” 


Whenever a Lilly representative visits physicians, 

he gives useful facts about prescription products— 
without varnishing the truth. Because recognizing 

the limitations of drugs is often as important as knowing 
their beneficial effects, every Lilly representative 
regularly presents both sides of the picture. 


He and his company are always aware 
that integrity in business is good business. 


ELI LILLY AND COMPANY * INDIANAPOLIS 6, INDIANA, U.S.A. 











THIS PRINTING: 2,500 COPIES 














SOUTHWESTERN MEDICINE JANUARY, 1952 


‘Roche’ 


antibacterial action plus a 





. greater solubility 


Gantrisin is a sulfonamide so soluble that 
there is no danger of renal blocking 
and no need for alkalinization. 





} higher blood level 


Gantrisin not only produces a higher 
blood level but also provides a 
wider antibacterial spectrum. 





6 economy 


Gantrisin is far more economical than 
antibiotics and triple sulfonamides. 





WHEN WRITING ADVERTISERS PLEASE MENTION SOUTHWESTERN MEDICINE 





e less sensitization 


Gantrisin is a single drug—not a mixture 
of several sulfonamides—so that there is 
less likelihood of sensitization. 


GANTRISIN®-brand of sulfisoxazole 
(3,4-dimethy!-5-sulfanilamido-isoxazole) 


TABLETS © AMPULS © SYRUP 


HOFFMANN-LA ROCHE INC. 


Roche Park + Nutley 10 + New Jersey 











A CHAS 
Beet 


JANUARY, 1952 


y 23 Fiz; 5-2 9=-/2 


SOUTHWESTERN MEDICINE 






Page 1} 


DR. LEIGH E. WILCOX HEADS EL PASO COUNTY SOCIETY 


Dr. Leigh E. Wilcox, El Paso surgeon, 
was elected president of the E] Paso County 
Medical Society for 1952 at the Society’s 
annual business session in December. 


Other new officers are Dr. M. S. Hart, 
pathologist, president-elect; Dr. Russell L. 
Deter, surgeon, vice-president; and Dr. 
Gordon L. Black, radiologist, secretary- 
treasurer. 


Dr. Wilcox is a 
native of Oskaloosa, 
Iowa, where his fa- 
ther, Dr. E. B. Wil- 
cox, is still actively 
practicing medicine. 
The younger Dr. 
Wilcox was educat- 
ed in the Oskaloosa 
public schools and 
at Penn College in 
Oskaloosa. 


M. S. IN SURGERY 


He took his medi- 
cal degree from the 
University of Louis- 
ville (Ky.) and in- 
terned at Louisville 
City Hospital. He 
then served a one 
year residency in 
the department of 
pathology at the 
University of Min- 
nesota, from which 
he was graduated 
with an M. S. in sur- 
gery. He followed 
this with four years 
as a fellow and first 
assistant in surgery at the Mayo Clinic in 
Rochester, Minn. 


Dr. Wilcox is a member of the El] Paso 
County Medical Society, Texas Medical Asso- 
ciation, American Medical Association, Alpha 
Omega Alpha honorary medical fraternity, 
Phi Chi social medical fraternity, and the 
Alumni Association of the Mayo Foundation. 


In El Paso he is president of the new 
El Paso Medical Center, now under construc- 
tion. This medical center will house some 
60 El Paso physicians’ offices and may be 
expanded as necessary. Including parking 








Dr. Leigh E. Wilcox 





space for more than 600 cars, it will occupy 
approximately 19 acres and is located less 
than five minutes drive and 10 minutes by 
bus from downtown El] Paso. 


MEDICAL CENTER 


The new medical center, which will be 
one of the most elaborate and complete of its 
kind in the nation, was designed by Pereira 
and Luckman, Los 
Angeles architects 
and engineers, and 
is centrally located 
within five minutes 
drive of all three 
major El] Paso hos- 
pitals, Southwestern 
General, Hotel Dieu, 
and the new Provi- 

. dence Memorial, 
which will open 
early in January. 
Dr. Wilcox, who was 
instrumental in 
helping get the new 
El] Paso medical cen- 
ter started, is also 
active in El Paso 
Chamber of Com- 
merce. 


Dr. Wilcox, with 
his wife, the former 
Roberta Tidmore 
of Deming, N. M., 
came to El] Paso and 
began practice as a 
general surgeon in 
1941. Dr. and Mrs. 
Wilcox have four 
children, two sons, 
Joe 10, and Howard 
9; and two daughters, Suzannah 7, and 
Cynthia 4. 


Politically, because he lives in Texas, 
where there is little point in being anything 
else, Dr. Wilcox is a registered Democrat. 
On many issues, however, he has strong Re- 
publican sympathies; and, of course, he is 
unalterably opposed to socialized medicine in 
any form or disguise. 


In his private life Dr. Wilcox likes fly and 
bait fishing for trout and bass, and listening 
to symphonic music. In salad days he was 
a hot man on a trumpet. 
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A CREED FOR EDITORS 


Editors possess a characteristic peculiar 
to the Homo Sapiens known as egocentricity. 
Egocentricity broken down means simply 
that the egocentric regards him or herself as 
the center of all things, especially as applied 
to the known world. It makes little differ- 
ence whether the individual involved edits a 
lay or a professional publication. There are 
bound to be a great many subjects brought 
to his attention which he knows little or 
nothing about, but because of the fact that 
someone has placed him in a certain position, 
he feels he must write, talk, or at least do 
something, very glibly; and when I say, 
glibly, I mean glibly. It would be far better 
for his readers if, when the editor was not 
sure of his ground, he had the temerity either 
to have someone write his editorial for him, 
or else at least not make a very vain effort. 
Today the editor of a medical publication, 
by necessity, in view of the rapid progress 
of modern medicine is confronted with prob- 
lems which he is not competent to deal. He 
must take the opinion of those who he deems 
are competent. Should he be mistaken, then 
he must be prepared to accept the well-justi- 
fied criticism which will be his reward. I 
have found that on any occasion in which 
I become very sure that I know all that there 
is to know about any particular subject; and 
when I feel the necessity to impart this to 
my readers, I think it is then time to stop, 
count ten, and refer to Chiliarch’s well known 
“A Creed for Editors”’. 


A CREED FOR EDITORS 
1. You are not God. 


Although you may not believe it, there 
are a few individuals who possess abili- 
ties equal to yours and another few who 
possess abilities far, far, far superior 
to yours. As for intelligence, ditto. 


3. On occasions you will encounter tasks 
too big for your small self, but never 
will you encounter one too small. 


4. There are thousands of subjects in the 
world which can be endlessly discussed, 
but don’t try to discuss them all under 
the same cover. 


Your staff is supposed to work with 
you, not for you. 


6. Not everything that crosses your desk 
is trash, others can write too. 


bo 


on 


7. If you have an axe to grind, write a 
book; but keep your lecherous, self- 
elevated personality out of the publica- 
tion you edit. 


8. Every word you utter is not immortal, 
nor does everyone want to listen to it 
and read it. 


9. Don’t try to reform the world..... 
it’s been tried. 


10. You never will be God. CHILIARCH 





PREPAID PHYSICIANS’ 
SERVICE IN NEW MEXICO 


Approximately 50,000 persons are being 
protected against the catastrophic illnesses, 
such as major surgery, by a prepaid medical 
plan sponsored by the physicians of New 
Mexico. 

New Mexico Physicians’ Service is under 
the direct control of a board of trustees 
elected by the physicians of New Mexico. 
This board determines the benefits, condi- 
tions and fees of the plan. It is not affiliated, 
nor dominated, by any hospital group. It is 
the profession’s own plan and may be under- 
written by any reputable, qualified insurance 
company. 

Similar plans, with the financial stability 
of large insurance companies, are operating 
in other states in the East, but New Mexico 
is the only state in the West with such ar- 
rangements. 

Plans are underway for an upward revi- 
sion of the fee schedule and improved benefits 
for the policy-holders. 





DERMATOLOGY 


Inhibition By Antihistaminic Compounds Of 
Growth Of Pathogenic Fungi: 


The Effect of Chlor-Trimeton Maleate 
In Vitro 


Carter, J. S. & Sutton, R. L., J. Kansas Med. 
Soc. 52:119, 1951 


Chlor-Trimeton maleate* inhibited growth 
of Candida albicans, microsporum lanosum, 
Trichophyton rubrum and Trichophyton 
mentographytes. Fungi employed in these 
experiments were recently isolated strains 
obtained from patients in one of the investi- 
gator’s practice. 


*Supplied for this study by the Schering Corp. 


U. Kansas Med. Center 


Clinical Clippings, May, 1951. 
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De Rebus Medicis Ct Politicis 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 





VETERAN’S MEDICAL CARE 


At the recent A. M. A. Clinical Session in 
Los Angeles the usual business was trans- 
acted by the House of Delegates — there 
being only one action which will be discussed 
in this column. For the third time, the dele- 
gation from the Tennessee State Medical 
Association presented a resolution dealing 
with medical care of veterans. This resolu- 
tion, together with certain literature dis- 
tributed by the Tennessee group, and with 
discussion and debate before the reference 
committee of the House brought out the fol- 
lowing facts: 


That “the present hospital program of the 
Veteran’s Administration has created a fed- 
eral system of medical care” which “threatens 
the continued existence and expansion of 
our civilian system of medical care”. How? 
First, by excessive VA hospital construction ; 
second, by drawing on the civilian system for 
skilled personnel; third, by a campaign of 
publicity to build faith in the “superiority” 
of the federal system and destroy faith in 
the civilian system; fourth, by increased 
hespitalization of veterans with non-service 
connected disabilities — particularly those 
veterans who could pay for their care. The 
veteran merely signs a statement that he is 
unable to pay the cost of his treatment and 
he is then hospitalized without question or 
investigation. 


WORST ABUSE 


The worst abuse in this connection is in 
VA hospitals built in teaching centers with 
residency programs. Since the vast majority 
of service-connected cases now hospitalized 
are suffering from chronic conditions, such 
as TB or mental disease, they are not of great 
value in the training program for residents. 
In order to provide the clinical material neces- 
sary, non-service connected disabilities are 
welcome. With 20,000,000 veterans now 
living and millions more to be added through 
the Korean situation and Universal Military 
Training, it is not difficult to envision the 
effect of this program on the civilian hospi- 
tals and doctors. 

The “Tennessee Plan” would ask Congress 
to adopt an act to provide that Veteran’s 
Hospitals would hospitalize only the follow- 





ing types of cases: service-connected disabili- 
ties, tuberculosis, mental disease, chronic 
illness requiring more than 90 days hospi- 
talization and disabilities in dispute as to 
whether service-connected or not. The act 
would further provide that the government 
purchase from voluntary insurance carriers 
policies providing hospital and medical care 
insurance for every veteran who is unable 
to pay the premium cost of such coverage. 
These policies would cover all disabilities 
which are not eligible for admission to Vet- 
erans hospitals. The Congress is to determine 
the income level at which veterans would 
cease to be eligible for the insurance benefit 
— the veteran’s federal income tax return 
to be used for the “means test’. 


FREE CHOICE 


This plan would provide for hospitaliza- 
tion and care of the veteran in his own home 
civilian hospitals. It would allow him free 
choice of physicians. It would make unneces- 
sary the continued building of Veteran’s hos- 
pitals which are so expensive to the tax-payer 
and so bureaucratic in nature. It would elimi- 
nate the evil of Public Law 312, passed in 
1924 to allow hospitalization of non-service 
connected disabilities. This law was put on 
the statutes in order to fill the empty beds 
in Veterans Hospitals at that time and, there- 
by, save the hospitals. 

After prolonged debate in the reference 
committee, the House of Delegates refused 
to adopt this plan. Rather, it instructed the 
Board of Trustees to immediately appoint a 
committee to meet with the various Veteran’s 
organizations to try to work out some plan 
acceptable to all concerned, which would 
eliminate the objectionable features of the 
present method of medical care for veterans. 


SPECIAL BENEFITS 


Throughout history nations have provided 
special benefits to veterans of wars in the 
form of land grants, pensions, and other con- 
siderations. The necessity and desirability 
of such veteran’s legislation has long since 
been accepted. In our own country, how- 
ever, the extent to which this project is being 


(Continued on Page 22) 
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APHORISMS 
TRUTHS AND CONCEPTS PERTAINING TO THE CHEST 


Andrew M. Babey, M. D., Las Cruces, N. M. 


1. “Barrel chest, hyperresonance, exten- 
sion of lung borders, diminution of respira- 
tion, prolonged feeble expiration, diminished 
tactile fremitus — I have had all these again 
and again and again and at autopsy no 
emphysema of the lungs.” — Richard Cabot, 
January 2, 1923, #9011. 


2. “Anyone who has watched pneumonia, 
gets to looking for a place where he hears 
less than he ought to hear by comparison 
with the other parts of the chest.”—Richard 
Cabot, Case Records of M.G.H., June 5, 1923, 
#9232. 


3. “It is a good thing to remember that 
old men’s ‘pleurisies’ are generally not pleu- 
risies. In such cases think of tumor.” — 
Richard Cabot, Case Records of M.G.H., 
August 28, 1923. 


4. “I think what happens is that when 
we know there is pleural effusion we can 
always find Grocco’s sign.”—Richard Cabot, 
Case Records, M.G.H., July 25, 1922. 





5. “Miliary tubercles show up best in up- 
per lung fields because the things are blurred 
in lower lung fields by motion of heart trans- 
mitted through lung tissue.” — R. Cabot. 





Epitor’s Notre :—Southwestern Medicine is printing Dr. Babey’s 
series of aphorisms through the permission of The Medical Times 
and The Brooklyn Hospital Journal. These aphorisms represent 
the most striking findings and the wisdom of a galaxy of ex- 
perienced clinicians. We feel that these aphorisms represent not 
only an important and swift review for the practitioner but also 
a@ possible outline for post-graduate study. First of the series 
was Cardiovascular published in our December issue. Chest is 
presented here. Genito-Urinary, Nervous, Gastro-Intestinal Tract, 


Blood, Thyroid and Miscellaneous will follow, 





6. “Prune juice sputum seldom resembles 
prune juice.”—Richard Cabot, Case Records, 
M.G.H., #7442, 1921. 


7. “Always be suspicious of bilateral 
pleurisy. It is often embolic.” — William H. 
Smith, Case 5082, M.G.H., 1919. 


8. “The diagnosis of subdiaphragmatic 
abscess is comparatively easy and accurately 
made by x-ray examination if the observa- 
tion is made early, before the process has 
involved the pleura. The fluoroscopic exami- 
nation is more important than the plate. The 
evidence obtained in abscess is a high fixed 
diaphragm with a smooth, regular curve and 
the absence of any pathological change in the 
lung. Occasionally when there is gas present 
in the abscess with the patient in the upright 
position the actual abscess can be demon- 
strated. Once the process has invaded the 
pleura, and fluid has begun to accumulate, 





it is impossible to state whether the process 
originated above or below the diaphragm, 
or to distinguish subdiaphragmatic abscess 
from pleurisy with effusion.” — George 
Holmes, Case Records, M.G.H., Case 5133, 
1919. 


9. “In every case of pneumonia we are 
always thinking, looking, wondering as to 
the presence of empyema. Mest of us dis- 
trust our physical signs as an absolute guide 
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to the presence or absence of empyema. It is 
my practice to tap every doubtful case, using 
a small needle that does not exhaust the pa- 








tient. I have adopted this routine because I 
have been deceived so many times.”—Richard 
Cabot, Case Records, M.G.H., #5181, 1919. 

10. “If the history and physical signs 
make it clear that there is pus in the chest 
and repeated taps seem to prove that there 
is no pus in the chest, disregard the tappings, 
and resort to surgical interference, for with 
a good sized hole in the chest wall the ex- 
ploring finger of the surgeon often finds pus 
not otherwise to be located.” —Richard Cabot, 
Case Records, M.G.H., #5201, 1919. 
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-11. “In a doubtful case bind the chest; 


-if abdominal pain and stiffness disappear, it 


R. Cabot. 


12. “Tuberculous peritonitis is often asso- 
ciated with bronzing of the skin. The cough of 
these patients is often called a brassy cough. 
It is the ringing cough of pressure on the 
trachea. There is no characteristic cough of 
aneurism, but there is a characteristic cough 
of pressure on the trachea from aneurism or 
glands or goitre or whatsoever can press 
upon the trachea.” — Richard Cabot, Case 
5422, 1919. 


13. “If you wait for hemoptysis and pleu- 
ral friction before making a diagnosis of 
pulmonary infarct, you will miss over one 
half the cases.” — C. Keefer, Ward Rounds, 
1940. 


14. “Cancer of the apex of the lung pro- 
duces a maximum of neurological symptoms 


is reflex from the chest.””’ — 


( - 
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and a minimum of pulmonary symptoms.” — 
J. B. Amberson, Jr., Year Book of General 
Medicine, 1942, p. 250. 
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THE RELATION OF PANCREATIC SECRETION 
TO PEPTIC ULCER FORMATION * 


By Edgar J. Poth, Ph. D., M. D. and Stanley M. Fromm, M. D., 
University of Texas Medical Branch, Galveston** 


There has been an increasing interest 
manifested during the past few years regard- 
ing an interrelationship between peptic ulcer 
and carbohydrate metabolism. As early as 
1900, Leconte! observed that the introduc- 
tion of 25 per cent glucose into the duodenum 
of the dog strongly inhibited gastric secre- 
tion. In 1929 Laughton? stimulated the dorsal 
nucleus electrically and demonstrated in- 
creased gastric activity. Okada, Kuramochi, 
Tsukahara and Ooinaue (1929, 1930) ,*4 
Quigley, Johnson and Solomon (1929)* and 
Quigley and Templeton (1930) ** showed that 
insulin induced hypoglycemia resulted in 
marked increase of gastric motility and secre- 
tion. Quigley and Templeton showed that 
section of the vagi in the neck would inhibit 
this response completely. 

It is now concluded that the mechanism 
of this action is due to lowered blood sugar 
acting on the dorsal nucleus to stimulate the 
vagal innervation of the stomach rather than 
to a direct action of the insulin* on glands of 
stomach. Furthermore, it is concluded that 
the administration of glucose apparently has 
three different mechanisms of action on gas- 
tric secretion. 


THREE ACTIONS 


1. When given intraduodenally in hyper- 
tonic solution, glucose is a profound depres- 
sant; in common with other irritants includ- 
ing hydrochloric acid. This action is reflex 
in nature, probably acting by central inhibi- 
tion of the vagus nerves. This same mecha- 
nism might well play a part in ulcer forma- 
tion in the Mann-Williamson preparation and 
in stomal ulcer formation so frequently seen 
following simple gastroenterostomy. The 
acid effluent is no longer coming in contact 
with the duodenal mucosa and the reflex 
inhibiting gastric secretion is absent while 
the stimulating antral phase of gastric se- 
cretion continues. I have been impressed 
repeatedly by the superior clinical results 
obtained when the amputated end of the 
stomach can be anastomosed directly to the 
duodenal stump following resection of the 
prepyloric antrum and body of the stomach. 





* From The Surgical Research Laboratory, Department of Sur- 
gery, The University of Texas Medical Branch, Galveston, Texas. 
** Aided by a grant from the U. 8. Public Health Service. 





Thus the stimulating effect of the prepyloric 
antrum is eliminated while the reflex duo- 
denal inhibition and elaboration of the de- 
pressor, enterogastrone, are preserved. 

2. When given in strong-solutions intra- 
venously, it acts as an inhibitor as the result 
of alteration of the osmotic tension of the 
blood. 

3. When given by any route in sufficient 
quantity to raise the blood sugar, it has a 
slight inhibitory action, the nature of which 
is still undetermined unless it is the reverse 
of hypoglycemia on the dorsal nucleus. 


INSULIN TEST 


In the interim Hollander’ has stressed 
the use of the insulin test to determine the 
completeness of vagal section which has re- 
cently been advocated and re-emphasized by 
Dragstedt’® and his co-workers. 

It has been shown that the introduction 
of hydrochloric acid into the duodenum will 
also cause a rapid fall of blood sugar (Freud 
and Nazim,'! Zunz and La Barre,” Coelko and 
Oliviero,'* La Barre and Haussa') and that 
this fall was not due to the simple liberation 
of insulin, but rather to the liberation of fer- 
ments hav.ng an insulin-like action because 
the effect is unaltered by pancreatectomy. 
If this fall of blood sugar level is sufficient, 
then the dorsal nucleus would be stimulated 
and the vagus nerve excited with a resultant 
increased gastric activity, which action is the 
reverse of the effect noted for intraduodenal 
hydrochloric acid given under 1 above. 


VARIOUS MECHANISMS 


One might profitably discuss the various 
mechanisms controlling gastric secretion. 
Gastric secretion can be augmented by direct 
stimulation of the parietal cells of the gastric 
mucosa by histamine, by direct effect of food 
contact and gastric stretching, or by the 
action of the hormone gastrin elaborated by 
the prepyloric glands when this mucosal sur- 
face is stimulated directly by contact with 
foods or alcohol. This latter example is an 
illustration of the antral phase of gastric 
stimulation coming on three or four hours 
after food has entered the small bowel and 
is believed to be due to secregog, decomposi- 
tion products of digestion. This stimulation 
might account for ulcer pain which appears 
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three to four hours after taking food, al- 
though the stomach might be empty within 
two hours after the ingestion of food. The 
cephalic phase of gastric stimulation depends 
upon excitation of the vagus apparatus 
through the dorsal nucleus and may be of 
psychogenic origin transmitted through con- 
ditioned or nonconditioned reflexes or result 
from the stimulating effect of hypoglycemia 
or the parasympathomimetic drugs acting 
peripherally. 

Acid gastric secretion is suppressed by 
atrophy of the parietal cells or by the direct 
action of the hormone enterogastrone elabo- 
rated by the duodenal and ileal mucous mem- 
brane, interruption of vagal impulses by ana- 
tomical section of vagus nerves or by the 
blocking action of the parasympatholytic 
drugs. 


THE RELATIONSHIP BETWEEN PAIN AND 
HYPOGLYCEMIA IN DUODENAL ULCER 


The interrelation between pain and hypo- 
glycemia in peptic ulcer was discussed in 
articles by Muir® and by Platt, Dotti and 
Beekman’ appearing simultaneously in July 
1949. In 1935 Harris"* called attention to the 
frequent appearance of upper abdominal pain, 
extreme hunger, nausea, vomiting, weakness 
and drowsiness associated with hypoglycemia 
from various causes in 200 cases collected 
from the literature. Abrahamson’? showed 
hypoglycemia occurred during the fourth, 
fifth and sixth hours of glucose tolerance 
tests on patients with peptic ulcer. In similar 
studies Evenson,'* Le Noir, DeFossey and 
Richet,'!® and Van den Bergh and Von Heuke- 
lom”’ showed that an abnormally high glucose 
level occurred early in the glucose tolerance 
test on patients with peptic ulcer. Horgan”! 
demonstrated hypertrophic changes in the 
islets of Langerhans in 25 per cent of 71 
cases of. gastric ulcer and 31 per cent of 71 
cases of duodenal ulcer studied at autopsy. 
Glycosuria was not present in any of these 
individuals before death. These findings are 
interpreted to mean that a degree of hyper- 
insulinism had been present. 

Platt, Dotti and Beekman" did intravenous 
tolerance tests on normal subjects and ulcer 
patients and observed that the maximum and 
minimum levels were essentially equal, but 
that the fall of the blood sugar to hypogly- 
cemic levels was more rapid in normal in- 
dividuals, the minimum blood sugar levels 
being attained in two hours in the controls 
while requiring three hours in the ulcer pa- 
tients. However, following oral ingestion of 
100 grams of glucose, the hyperglycemia was 
greater and more prolonged in the ulcer pa- 
tient. Once the glucose level began to fall, it 
was more abrupt in the ulcer patient and 
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fell to an even lower level than occurred in 
the normal controls. Hypoglycemic symp- 
toms occurred more frequently and were more 
severe in ulcer patients. They considered 
pancreatic dysfunction as possibly being 
responsible for the impaired utilization of 
glucose by the ulcer patients. 


GLUCOSE TOLERANCE 


Muir® did glucose tolerance studies on 80 
males who had simple, uncomplicated duo- 
denal ulcer. He gave 50 grams of glucose by 
mouth. The patients had been on unrestricted 
carbohydrate diets for several weeks prior 
to test. These studies were compared with 
76 normal controls. Sixty six of the 80 duo- 
denal ulcer patients showed relatively normal 
curves. Six patients developed hypoglycemic 
symptoms. These symptoms did not occur in 
the 76 normals. The above author then 
studied blood sugar levels on 87 confirmed 
duodenal ulcer patients during an attack of 
pain. These observations divided the patients 
into three groups, A, B, and C. 

Group A: Seventy five patients had ulcer 
pain when the blood sugar level was above 
70 mg. per cent (blood glucose determined 
by the Hagedorn and Jensen Method). In 
eight instances there were hypoglycemic 
symptoms; faintness, lassitude, sweating, 
tremor, inability to concentrate which ac- 
companied the ulcer pain. It is generally 
accepted that these symptoms can occur even 
though the blood sugar level is not low, 
especially if there has been a recent abrupt 
drop in blood glucose level. 

Group B: Four patients had blood glucose 
levels below 70 mg. per cent and had hypo- 
glycemic symptoms accompanying the ulcer 
pain. 

Group C: Eight patients had variation of 
blood sugar levels both above and below 
70 mg. per cent when pain was present on 
several occasions. Hypoglycemic symptoms 
accompanied the ulcer pain. 

Thus in these 87 patients, 20 had hypo- 
glycemic symptoms accompanying the ulcer 
pain. The discomfort due to the hypoglycemia 
and the true ulcer pain is differentiated in 
the following manner: 


TRUE ULCER PAIN HYPOGLYCEMIC SYMPTOMS 
1. Often severe. Described as 1. Never severe. Usually de- 


‘burning’, ‘boring’. scribed as a marked ‘emp- 
ty’ or ‘sinking’ feeling in 
the stomach. 

2. Often radiates into the 2. Does not radiate. 

back and chest. 

3. Seldom associated with a 3. Constantly associated with 


feeling of hunger, particu- 
larly if severe. Distaste for 
food may be present. 


a feeling of intense hunger. 


4. May occur as early as half 4. Occurs several hours after 
an hour after a meal when a meal when the stomach 
the stomach feels full. feels empty. 
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5. Usually, but not constantly, 5. 
relieved by food. 

6. Alkalis often relieve. 

7. Not usually associated with 
dryness of the mouth. Sali- 
vation may occur. 

8. Seldom accompanied by 8. 
other symptoms, apart from 
those often associated with 
severe pain, such as rest- 
lessness and irritability. 


Relief by food immediate 
and complete. 

. Alkalis do not relieve. 

. Frequently associated with 
dryness of the mouth. 


No 


Often accompanied by other 
symptoms more distressing 
than the pain itself, such 
as lassitude, apprehension, 
sweating, faintness, pallor, 
clumsiness, inability to con- 
centrate, emotional instab- 
ility, etc. 

Thus, while the proportion of ulcer pa- 
tients having hypoglycemic symptoms are 
relatively small, it is not an insignificant 
finding and may be an important lead to the 
full understanding and development of peptic 
ulcer. 


THE INCIDENCE OF PEPTIC ULCER 
IN DIABETICS 


Statistical studies would indicate a relative- 
ly low incidence of peptic ulcer in diabetics. 
Furthermore, a high incidence of hypochlo- 
rhydria is observed. A survey by Rothenberg 
and Teicher?? showed an incidence of 1.49 
per cent peptic ulceration in 130,500 mem- 
bers of the general population while a study 
of 3,525 diabetics showed an incidence of 
0.25 per cent. On the basis of the incidence 
of the general population there should have 
been 52 ulcer victims among this number of 
diabetics, actually there were only nine in- 
stances of peptic ulcer. 

Conversely, Lyon and Kleinhaus** found 
dyspepsia occurring in three patients with 
posthepatitic hypoglycemia, and character- 
ized by gastric hypersecretion and hypermo- 
tility. Ulceration did not develop. On the 
other hand, we have searched the literature 
for a description of peptic ulcer accompany- 
ing pancreatic adenomata with the accom- 
panying profound degrees of hypoglycemia 
frequently encountered. A high incidence 
would be expected, we found only one possible 
instance. 

During the past three years we have 
studied various phases of the peptic ulcer 
problem as it is related to pancreatic func- 
tion. Peptic ulcers may be formed by depriv- 
ing the duodenum of the alkaline secretion 
of the pancreas by ligation of the ducts, ex- 
ternal pancreatic fistula or by implanting the 
pancreatic ducts into the lower reaches of the 
bowel. However, if a pancreatectomy is done, 
spontaneous ulcer formation does not occur. 

In 1948 Poth, Manhoff and DeLoach** 
asked the following question: “‘Does the pan- 
creas have an intrinsic influence upon ulcer 
formation other than the mere alteration of 
the pH of the duodenal contents?” This ques- 
tion has since been answered in the affirma- 
tive (unpublished data). The present authors 
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have shown that both normal control dogs as 
well as animals which have been subjected to 
pancreatectomy will develop peptic ulcers in 
50 per cent of the trials when the blood sugar 
is maintained at a level below 50 mg. per cent 
by the repeated administration of insulin. 

We might best summarize our present 
knowledge as follows: 

1. The external secretion of the pancreas 
is important locally to neutralize HCl for di- 
rect protection of the mucous membrane of 
the duodenum and to block the secondary 
release of hormones which lower blood sugar 
and thus stimulate the vagus via the nucleus 
dorsalis. 

2. There seems to be abnormal carbo- 
hydrate metabolism in a certain proportion 
of individuals suffering from peptic ulcer. 
Thus, the internal secretion of the pancreas 
might well be important in the development 
and maintenance of peptic ulceration. 

3. Our information is still fragmentary, 
and further studies are necessary before 
reasonably accurate answers will be available 
as to the importance of carbohydrate meta- 
bolism in peptic ulcer formation. 

4. We must not expect a single etiologic 
agent as is our custom in the consideration 
of an infectious disease, for instance. It must 
be understood and emphasized that there is 
probably no one cause of peptic ulcer form- 
ation, but that ulceration may result from 
a number of causative agents working singly 
or in various combinations. Just as ulceration 
is not caused by a single factor, it should be 
unexpected that all lesions can be cured by 
the application of any one combination of 
corrective measures when applied to all ulcer 
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The 
President 5 Column 


By Dr. James S. Walsh, Douglas, Arizona 


President, Southwestern Medical Association 


Anyone who writes medical editorials in 
this day and age eventually gets around to 
Socialized Medicine. So much has been writ- 
ten on this ever important subject that I am 
sure I shall add nothing new but would like 
to assay my own personal opinions on the 
problem. 

Most of us must make a living from our 
chosen profession, and most would like that 
living to be commensurate with our long 
years of expensive educational preparation. 
Regardless of the remuneration, however, 
most doctors are primarily interested in giv- 
ing the best quality of medical care with 
the least possible financial hardship on their 
patients. Most: doctors are honored to be in 
a position to give generously of their time 
to those who cannot pay, but most of us 
resent social agencies who seem to be chiefly 
interested in increasing the numbers of those 
who get something for nothing, whether they 
need it or not. 


FALSE UTOPIA 


I recall my reactions in academic studies 
years ago. It seemed to me that socialism 
was a Utopia. I had doubts that such a 
Utopia could be realized but it certainly of- 
fered a tremendous appeal. With the passing 
of years it still appears to be a Utopia but 
a false one that could not possibly be attained. 
People of countries who have been persuaded 
by political leaders that socialism offered 
them a better way of life have invariably 
been sabotaged. Experience should warn us; 
all people who have succumbed to its Lore- 
leian appeal have lost the very thing they 
sought to gain. Witness England’s lowered 
standard of living and threatened national 
bankruptcy since embarking on even limited 
socialism. Our own timid flirtation during 
the past nineteen years has weakened our 
financial structure, burdened us with ever 
increasing taxes and threatened our national 
security at a time when we need to be strong. 


When you discount the chislers and assay the 
actual social benefit, it has been small indeed. 


RESIDUAL PROSPERITY 


I don’t believe the high standard of living 
that this country now enjoys can be credited 
to our social changes of recent years, but 
rather to the residual prosperity of one 
hundred and fifty years of so-called rugged 
individualism with a minimum of central 
governmental intereference in our every day 
lives. I don’t believe that continued advance 
of so-called social progress can be expected 
to improve the health or happiness of the 
majority of our people. We are fortunate to 
live in a country that has more educational 
institutions, more hospitals, more automo- 
biles, more movies, more books and more of 
almost everything desired by modern civiliza- 
tion than almost all of the rest of the world 
combined. I fail to see how we can even 
consider embarking on a program of social 
changes that would most certainly endanger 
these achievements. It seems to me that we 
have already been given small doses of this 
insidious poison while being assured that it 
will cure our ills. How can we trust politi- 
cians who urge us to adopt national compul- 
sory health insurance while assuring us that 
it would not be socialized medicine. 

The threat of socialization of medicine 
has lessened somewhat in the past two years. 
That encouraging change in the course of 
events can be credited to the active organized 
resistance sponsored by the American Medi- 
cal Association. In fact, we can be encouraged 
that all of the administration’s social welfare 
program has been given the deep-freeze 
treatment by Congress. This treatment by 
a Democratic majority in Congress is illumi- 
nating because it indicates that the problem 
of socialization may be settled on a moral 
basis rather than a political one. If this can 
be done I think our Democracy has a chance 
of survival. 
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PLUMER-VINSON SYNDROME* 
By Arie C. van Ravenswaay, M. D. and Leon L. Titche, M. D., Tucson 


Since it is an undisputed fact that food 
is necessary for life, any disturbance in the 
intake of nourishment sends the patient to 
his physician at an early date. The great 
majority of these people present themselves 
with the symptoms either of inability to swal- 
low or difficulty in swallowing certain or 
all foods and at times, the diagnostic acumen 
of the medical man is sorely taxed in order 
to arrive at the proper diagnosis. 

Dysphagia which is not due to injury, 
malformations or new growths of the esopha- 
gus or to pressure upon it from structures 
in the thoracic cage, have received consider- 
able attention during the past half-century. 
Hysterical dysphagia first was referred to 
by Patterson in 1906, and described by 
Plumer in 1914, and this term applied. Fur- 
ther work was done by Kelly and Vinson and 
the condition is known now under the term 
of Plumer-Vinson Syndrome. The entity con- 
sists of difficulty in swallowing, anemia of 
the hypochromatic microcytic type, cheilitis, 
glossitis, achlorhydria, spoon nails, and a 
palpable spleen. This condition usually occurs 
in females after the menopause and the ab- 
sence of teeth is so common that it deserves 
mention. Workers in this field are divided 
into two schools: those who believe the con- 
dition hysterical in origin, and those who 
believe that there is an organic basis. 


MORE RESISTANCE 


Vinson"’, believes that the fact that there 
is a little more resistance than normally at 
the upper end of the esophagus in passing an 
esophagoscope or sound in patients with hys- 
terical dysphagia, may give the impression 
of a stricture and the slight bleeding tends to 
confirm this belief, which he considers false. 
Moersch and Connor’, in reporting on 65 
cases, never were able to demonstrate the 
presence of an organic lesion, esophageal 
membrane or web. Kernan’, states that 
esophageal lesions do not cause dysphagia in 
this condition and Barton’, believes it to be 
due to a nutritional deficiency. 

Strictures, webs and membranes have been 
reported by McGibbon"™, Hoover’, Collins’, 
Cordray’, Gaarde and Olsen‘, and Thomas’*, 
and dilatation or severance of these struc- 
tures were followed by relief of symptoms. 
Ahlbom', was of the opinion that the dyspha- 
gia depended upon an organic change in the 
pharyngeal and esophageal mucous mem- 
brane of an atrophic character. McGee and 


* From the Thomas-Davis Clinic, Tucson, Ariz. 
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Figure I 


Goodwin”, reported changes in the mucosa 
and musculature of the esophagus on micro- 
scopic examination and similar findings were 
described by Savilahti". 

Ahlbom!, observed that the syndrome 
brings with it a special liability to cancer of 
the mouth, pharynx and upper part of the 
esophagus. Cordray’, fed rats a diet to pro- 
duce a severe anemia and examination of the 
esophagus revealed marked hyperkeratiniza- 
tion and an increase in the number of mitotic 
figures. This, he believed, pointed to a pre- 
cancerous type of lesion. 


DIAGNOSIS 


The diagnosis is made from the history, 
physical examination, roentgenographic find- 
ings, esophagoscopy and the response to 
therapy. The typical history is that of a 
postmenopausal female who complains of dif- 
ficulty in swallowing, of gradual onset over 
varying periods of time, soreness of the 
tongue and the corners of the mouth and, in 
many instances, weakness and loss of weight. 
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Physical examination, in addition to reveal- 
ing the glossitis and cheilitis, pallor of the 
mucous membranes and weight loss, is gen- 
erally negative for other organic disease. The 
majority of these patients are edentulous. 
Indirect laryngoscopy reveals a collection of 
saliva and mucous in the pyriform sinuses, 
but the larynx is negative as shown by 
Straus. Laboratory examination reveals a 
secondary anemia which may be quite severe 
and, according to most writers, the presence 
of complete gastric achlorhydria. X-ray ex- 
amination reveals pooling of the barium in 
the pyriform sinuses and the entrance to the 
esophagus as described by Ahrendt and Wolf’, 
and Gerlings’. Contractual deformities are 
noted usually in the postcricoid portion of 
the esophagus without x-ray evidence of 
webs, bands, or membranes, since these ordi- 
narily are not shown by this means. Esopha- 
goscopy reveals a dry, roughened, red mucous 
membrane and, in quite a few instances, a 
web or partially occluding membrane, though, 
as mentioned before, there is a difference of 
opinion on this. 


TREATMENT 


Treatment consists of esophagoscopy, 
which usually affords relief of symptoms, 


Figure II 
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though sometimes a second passage of the 
instrument is necessary or esophageal bou- 
gienage is employed. The anemia is treated 
with large doses of iron. Vinson!’, recom- 
mends 90 grains of iron and ammonium 
citrate daily, while other authors recommend 
from 45 to 90 grains a day. Most agree that 
the optimum amount is substantially in ex- 
cess of that prescribed for other types of iron 
deficiency anemia. The role of riboflavin in 
these patients has not been evaluated, but its 
importance is suggested by the findings of 
cheilitis and glossitis and the relief of dys- 
phagia in three cases reported by Merrill 
and Richards’, in which this was employed. 


CASE REPORT 


A 75 year old white female complained of 
difficulty on swallowing for 30 years which 
had become much worse during the past year. 
Indigestion of a vague nature had been pres- 
ent all of her life. Her family history re- 
vealed that one son had had tuberculosis. 
Her past history included typhoid fever as 
a child, a complete hysterectomy at age 40, 
and a cholecystectomy at age 52. Patient has 
been allergic to eggs and to sulfonamides for 
several years. She has known that a moder- 
ate enlargement of the thyroid gland has 
been present for over ten years. Her present 
illness began insidiously at the age of 45. 
She had first experienced difficulty in swal- 
lowing both solid foods and liquids. During 
the past five years she has noticed that the 
tongue has been quite red and there has de- 
veloped increasing irritation in the corners 
of her mouth. She has never been told that 
she was anemic but her friends had noticed 
that she was quite pale. Her diet contained 
a large amount of milk, an ample ration of 
cooked vegetables, eggs, cereals and bread. 
She consumed small portions of meat and 
very few fruits or raw. vegetables. During 
the past year her symptoms have become 
much worse and she now finds that liquids 
are much easier to swallow then solids. Her 
maximum weight was 196 pounds twenty- 
five years ago and at present is 164 pounds. 
Her physical examination reveals a cooper- 
ative white female with pallor of the skin 
and mucous membranes, edentuous and with 
marked cheilitis and glossitis. There is a 
moderate enlargement of the thyroid gland 
which is quite low in position and extends 
retrosternally. 

Laboratory examination: A gastric analy- 
sis was not done. R.B.C. was 3.2 million, 
hemoglobin 48 per cent. W.B.C. 5600 with 
a normal differential. Urinalysis revealed no 
abnormalities. 

Roentgenographic examination revealed a 
narrowing of the upper esophagus at the level 
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of C-6. This narrowing was somewhat cir- 
cumferential with smooth margins, involv- 
ing the anterior portion of the esophagus, 
reducing the lumen to about half its expected 
caliber, but there was no delay in the pas- 
sage of the contrast medium (Fig. 1 & 2). 
The remainder of the esophagus showed no 
intrinsic abnormality and neither did the 
stomach, except for the absence of mucosal 
folds in the antrum. 


COURSE 


On December 16, 1950, esophagoscopy was 
done. Spasm of the circopharyngeus was 
noted and 15 cm. from the upper gum margin 
a red mucosa and a partially occluding web 
were noted. The esophagoscope was passed 
through the web and exploration of the re- 
mainder of the esophagus failed to reveal any 
abnormality. Upon withdrawing the instru- 
ment the remnants of the web were seen and 
a small portion was removed by means of 
biopsy forceps. Histological examination of 
this tissue revealed a non-specific inflam- 
matory reaction. 

Patient was relieved of the dysphagia by 
the esophagoscopic examination and has con- 
tinued to do well. She has been dilated 
monthly with a 52Fr. mercury-filled esopha- 
geal bougie. It is interesting to note that 
althougn she has received large doses of iron, 
vitamin B complex both orally and parenter- 
ally, and liver extract, there has been no 
significant improvement in the glossitis and 
cheilitis. Her blood count has gradually in- 
creased and now represents normal values. 

Summary. A case of Plumer-Vinson syn- 
drome has been presented. The literature 
has been briefly reviewed and the treatment 
described. 
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carried is becoming alarmingly expensive as 
well as a socialistic type of organization with- 
in the Republic. Expansion of benefits has 
been continuous and uninterrupted. For in- 
stance, in 1950 Congress granted to veterans 
of the Spanish-American War complete medi- 
cal and hospital care — whether they have 
service-connected illness or not. It does not 
require great imagination to realize that 
sooner or later the veterans of World Wars I 
and II will be granted the same benefits. The 
pattern has been set, the extent to which it 
may be carried will be determined by wise 
Americans acting in the best interest of the 
veteran and the American system of govern- 
ment. 





PSYCHOSIS—A HUNDRED YEARS 
OF PROGRESS 


Treatment Results In The Major Psychoses 


Brockoven, J. S. et al., New England M. J. 
24433857, 1951 


The Prognosis in 1858* 
Of 10 psychotic persons, 5 will die while 
demented. Of those who survive and re- 
cover, 2 will remain mentally well while 
3 will experience subsequent mental de- 
rangement. 


The Prognosis in 1951** 
Of 10 psychotic persons committed, none 
will die in the hospital. Eight will be 
discharged within ninety days. Of those 
discharged, only 1 will return to the 
hospital as a patient within one year. 


*A Manual of Psychological Medicine, London: John Churchill, 
1858. 
**From data applying to the Boston Psychopathic Hospital. 


Clinical Clippings, May, 1951. 
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A CASE OF ACTH SENSITIVITY 
By Robert J. Antos, M. D., Phoenix 


Recently Feinberg et al. in the J. A. M. A. 
reported a case of allergy to the adreno- 
cortico-tropic hormone. They stated that the 
incidence of this reaction is extremely low, 
and only a very few cases have been reported. 
There are many clinicians today who doubt 
the existence of this condition as I found out 
in discussing the case being presented here. 


The patient is a 37 year old white male 
pharmacist. He had bronchial asthma since 
childhood. He came to Arizona 10 years ago 
and enjoyed quite a large amount of relief 
from the climate change. In the summer of 
1950 he made a trip to Flagstaff on behalf 
of his employer, and while there developed 
coryza. This developed into a low-grade 
sinusitis that persisted into the early winter 
when he again made a trip to Flagstaff. This 
time he came back with a generalized upper 
respiratory tract infection that went into 
moderately severe bronchial asthma and 
pneumonitis. His physician at that time pre- 
scribed antibiotics for the pneumonitis and 
the usual symptomatic remedies for asthma. 
He received relief temporarily but his chest 
never cleared of asthma. During this siege 
it was discovered that he was strongly aller- 
gic to penicillin G. He gradually got weaker 
and by the time of the Christmas holidays 
he was able to work only an hour or two 
a day. 


MARKED CYANOSIS 


One evening I was summoned because the 
regular attending physician was unavailable. 
I found the patient in a severe status asthma- 
ticus. He had marked cyanosis and was 
extremely apprehensive. Subcutaneous epi- 
nephrine and intravenous aminophylline were 
ineffective. Forty mg. of antihistamine (Hy- 
stadyl) was given with slight effect. This 
was repeated until a total of 160 mg. was 
given. Then the patient said he felt “fuzzy” 
and his wheezing seemed to be easing. Epi- 
nephrine was then given with prompt im- 
provement of his asthma. 


Hospitalization was advised, and the pa- 
tient readily agreed ; however, a bed was not 
available until the next afternoon. He was 
kept comfortable as much as possible with 
oxygen, antihistamine, and epinephrine until 
he was admitted. Shortly after he was ad- 
mitted 40 mg. of ACTH was given. Within 
a matter of a few minutes his condition was 
made much worse. The bronchospasm and 
cyanosis were markedly aggravated and the 


patient went into semi-coma. Antihistamine 
(Hystadyl) was given in an attempt to re- 
lieve his epinephrine fastness, but before the 
epinephrine was administered, and almost 
as soon as the antihistamine was given, his 
stupor cleared and he breathed easier. I 
thought this episode was brought on by the 
trip to the hospital, and since the patient had 
quieted down, he was given another 40 mg. 
of ACTH 4 hours later. Again there ensued 
the same disastrous result. Needless to say 
the ACTH was discontinued. He was carried 
along on epinephrine through the night. 


TREATED WITH CORTISONE 


The next day 0.1 mg. of ACTH was in- 
jected intradermally into the forearm. Simi- 
larly he was tested with a control of normal 
saline and a weak solution of cortisone. The 
saline and cortisone gave no reaction, but the 
ACTH showed a typical four plus allergic 
response. Consequently, he was treated with 
cortisone and made a dramatic recovery 
within 48 hours, at which time he was dis- 
charged from the hospital. 


He continued to have varying degrees of 
asthma throughout the spring. This he kept 
under control by taking 50 to 100 mg. corti- 
sone daily by mouth. After taking cortisone 
for about three months he was again skin 
tested to ACTH, beef, and pork. Beef and 
pork gave no reactions but ACTH elicited 
again a four plus reaction. At the time of 
this writing, about nine months after the 
acute episode, and nine months after almost 
continuous ingestion of cortisone, he again 
showed the negative reaction to beef and 
pork but a marked reaction to ACTH. 


SUMMARY AND CONCLUSIONS 


Since this patient reacted violently to the 
ACTH, and since he did not react to beef and 
pork by intradermal tests, I think this man 
displayed a sensitivity to the steroids in 
ACTH. Cortisone did not have any apparent 
effect on relieving or diminishing the degree 
of sensitivity to ACTH. It is recommended 
that in severely sensitive patients in whom 
ACTH is to be used, a skin test be made in 
order to avoid the undesirable results de- 
scribed here. 


REFERENCE 


Feinberg et al., Allergy to Pituitary Corticotrophic Hormone, 
J. A. M. A. 147:40, Sept. 1, 1951. 
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ADHESIVE TAPE 


Further Studies On The Mechanisms Of 
Adhesive Tape Dermatitis 


Peck, S. M., et al., A.M.A. Arch. Dermat. 
& Syphilol. 63:289, 1951 


Dermatitis due to adhesive tape is rarely 
of allergic origin. Most often, adhesive tape 
dermatitis is caused by plugging of sweat 
glands by keratin. Several brands of adhe- 
sive tape contain substances which tend to 
stimulate hyperkeratosis. The authors did 
not identify the brand of adhesive tape which 
produced the lowest incidence of dermatitis. 


Mt. Sinai Hosp. 


Clinical Clippings, May, 1951. 





UROLOGY 


A New Chemical Approach To The 
Dissolution Of Urinary Calculi 


Gehres, R. F. & Raymond, S., J. Urol. 
65:474, 1951 


Ethylenediaminetetraacetic acid (Calsol*) 
forms a soluble complex with calcium. A 1.5 
per cent solution of Calsol containing 0.6 per 
cent sodium hydroxide has “pronounced dis- 
solving effect in vitro on urinary calculi.” 
The solution is relatively nontoxic to tissue 
as demonstrated by animal experiments. 
Instillation of Calsol solution resulted in dis- 
solution of urate calculi implanted in the 
bladder of rabbits. Clinical use has been 
limited to 7 patients with urinary calculi. 
Elimination of stones was accomplished in 
4 subjects. 

*Supplied for this study by the Lederle Laboratories 


Clinical Clippings, May, 1951. 





SURGERY 


Clinical Experience With Aureomycin 
In Surgical Infections 


Rutenburg, A. M., et al., Ann. Surg. 
1332344, 1951 


Aureomycin was very effective in sup- 
pressing intestinal bacterial flora. However, 
the authors have encountered “a number of 
patients who developed severe proctitis or 
colitis during oral aureomycin therapy.” 
Similar observations were made during 
Chloromycetin therapy. 


Harvard U. 


Clinical Clippings, May, 1951. 
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MEDICAL ODDITIES 


A new syndrome has made its appearance 
— the Kefauver Symptom Complex. It is 
characterized by photophobia, hyperhidrosis, 
agitation and a merked tendency toward 
lapse of memory. Subjects are generally un- 
cooperative and non-communicative, being 
especially reluctant to discuss past events 
which contribute to their distress. 


Clinical Clippings, May, 1951. 





GASTROENTEROLOGY 


Determination Of Gastric Acidity Without 
Intubation 


Segal, H. L., M. Clin. North America 
85 :593, 1951 


The process involves oral administration 
of cation exchange indicators*. Compounds 
of this type “bind” the hydrogen cations of 
free gastric hydrochloric acid and are in turn 
absorbed and excreted in the urine which is 
then subjected to photofluorometric exami- 
nation. Such tests reveal the presence or 
absence of gastric hydrochloric acid but do 
not indicate the exact pH or mEq./L of hydro- 
chloric acid output per time unit. 


*Amberlite IRC-50 and XE-96, supplied for this study by Rohm 
é€ Haas Co., Philadelphia, Pa. 


Clinical Clippings, May, 1951. 





PEDIATRICS 


Use Of Aureomycin And Penicillin In The 
Treatment Of Rubeola In The Pre-eruptive 
And Early Eruptive Phase 
Karelitz, S., et al., Pediat. 7:193, 1951 

Neither aureomycin nor penicillin, admin- 
istered to children with pre-eruptive German 
measles, or given on the first day of rash, 
seemed to alter the primary disease. Both 
antibiotics were useful, however, in preven- 
tion and treatment of secondary infections 
in rubella. 


Clinical Clippings, May, 1951. 





GOUT 


Some Recent Advances In The Study of Uric 
Acid Metabolism And Gout 


Gutman, A. B., Bull. N. Y. Acad. Med. 
273144, 1951 

Colchine, ACTH and cortisone are effec- 
tive in treatment of gout. Prophylaxis by 
regular administration of cortisone in pa- 
tients subject to recurrent acute gout is im- 
portant. In chronic gout, Benemid* seems 
to be a useful agent. 


*Sharp € Dohme 
Clinical Clippings, May, 1951. 
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PRIVATE DUTY NURSES 
The Nurse’s Relation To Hospital Liability 


Bowers, R. D., Hosp. Management 
71:64, 1951 


Nurses privately engaged to attend hospi- 
talized patients are not considered agents or 
employees of the hospital. Their legal rela- 
tion is with the patient. “The law fixes her 
(the nurse’s) status as that of an indepen- 
dent contractor... .” 


Clinical Clippings, May, 1951. 


SOUTHWESTERN MEDICINE 


PEPTIC ULCER 


Peptic Ulcer In Our Time 
Annotations: Lancet 1:397, 1951 


The incidence of peptic ulcer was 6.5 
per cent among men and 7 per cent among 
women. The ratio of gastric ulcer to duode- 
nal ulcer was 1:2.2. Duodenal ulcer occurred 
more frequently among business executives 
and physicians whereas peptic ulcer was 
more common among laborers and the less 
well-to-do. 


Clinical Clippings, May, 1951. 





Ambulance Service at All Hours 


Kaster & Maxon 


El Paso, Texas 2-3431 





AUSTIN WOOTEN R. W. MERRILL 


LaCross Ambulance Service 
24-Hours =) Oxygen-equipped 


915 Paisano Drive 3-9415 EL PASO, TEXAS 











EL PASO, TEXAS 


GUNNING & CASTEEL DRUG STORES 


Complete Prescription Service in 8 Conveniently Located Stores 


YSLETA, TEXAS 








Yami YOGURT... 


THE CULTURED 
MILK FOOD. . . 


Price’s Creameries, Inc. 


increased lactic acids. 


NOW... 


AVAILABLE at 





now available through 
Ideal for restricted 
diets, convalescents, reducing diets, since it 
has the whole nutritional value of milk plus 


CREAMERIES, Inc. 
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Rodehaver -Miller- Morrisan 
AMBULANCE SERVICE 


PHONE 5-2748 


2600 East Yandell Blvd. El Paso, Texas 


COLVIN MEDICAL BOOK STORE 
705 Majestic Bldg. 
DENVER, COLO. 


4 Medical Publications of All Publishers 











Only at the Popular in El Paso... 
STACY ADAMS FOOTWEAR 


— Mezzanine, Men’s Store — 


POPULAR DRY GOODS CO. 


* In the heart of the Loretto Addition * 


Mc Dow’s Pharmacy 


4800 Montana St. 6-1361 El Paso, Texas 














It’s 


Sweeney's 


FOR PRESCRIPTIONS 


MILLS BLDG. — PHONE 3-4445 — _ EL PASO, TEXAS 


CITYWIDE DELIVERY SERVICE 


For Your Convenience 
Use Our Handy Charge-A-Plate Service! 


The White House 


El Paso, Texas 











Fischbein Bros. 


Custom Tailors 


309 N. OREGON EL PASO, TEXAS 








Rapidly replacing the conventional practice of 
handwriting the facts of your practice is the Audo- 
graph Electric Soundwriter, small rugged, yet 
manufactured with the precision of a fine medical 
instrument — that records instantly everything you 
require for your records: Initial reports, diagnosis, 
progress reports, clinical and laboratory observa- 
tions and post-operative instructions. All you do, 
Doctor, is speak. It will even serve you in your 
car when you are out on patient calls. 


D. L. PILLOW CO. 


1021 E. Missouri St., El Paso, Texas 
Phone 2-9332 


BAKER AUDOGRAPH 


1232 North Stanford 
Albuquerque 6-4076 


Other branches in 


MIDLAND AMARILLO 





LUBBOCK 











Give Us A Trial On Your 


TAYLOR BACK BRACE 


Orders 


4 Send the following measurements: from 
level of shoulders to tip of sacrum; circum- 
ference of pelvis above trochanters; circum- 
ference of waist; height and weight. 


Christopher 
Brace and Limb Co. 


815 N. Cedar at Five Points 


5-3841 EL PASO, TEXAS 
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